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Trends in HIV/AIDS Diagnoses — 33 States, 2001-2004 


In 2003, more than | million persons in the United States 
were estimated to be living with human immunodeficiency 
virus (HIV) infection (/). As a result of advances in treatment 
with highly active antiretroviral therapy (HAART) since 1996, 
persons infected with HIV are living longer than before and 
progression to acquired immunodeficiency syndrome (AIDS) 
has decreased. Consequently, AIDS surveillance no longer 
provides accurate population-based monitoring of the cur- 
rent HIV epidemic. Therefore, CDC recommends that all 
states and territories adopt confidential, name-based surveil- 
lance systems to report HIV infection (2). This report 
describes the characteristics of persons for whom HIV infec- 
tion was diagnosed during 2001-2004 and reported to 33 
state and local health departments with name-based HIV 
reporting. The findings indicate that the rate of HIV diagno- 
sis in these states decreased among non-Hispanic blacks* from 
2001 to 2004; however, the rate of HIV diagnosis among 
blacks remained disproportionately high. In 2004, the rate 
among blacks was 8.4 times higher than among whites. 


Improved knowledge of HIV status and access to care and 


prevention services is important to decrease the number of 


new HIV infections among those populations most affected. 

Included in this analysis are HIV cases reported to CDC 
from 33 states’ that have conducted name-based HIV/AIDS 
reporting for at least 4 years. The addition of New York, a 
state with high AIDS morbidity, has resulted in data for a 


greater percentage of U.S. cases of HIV infection. Cases of 


HIV/AIDS diagnosed during 2001-2004 and reported to 





*For this report, persons identified as white, black, Asian, American Indian 

Alaska Native, or of other/unknown race are all non-Hispanic. Persons identified 
as Hispanic might be of any race. 
Alabama, Alaska, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana, lowa, 
Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri, Nebraska, 
Nevada, New Jersey, New Mexico, New York, North Carolina, North Dakota, 
Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Texas, Utah, 
Virginia, West Virginia, Wisconsin, and Wyoming. 


CDC through June 2005 were analyzed. Cases included 1) 
diagnosis of HIV infection that had not progressed to AIDS, 
2) diagnosis of HIV infection followed by a diagnosis of AIDS, 
and 3) concurrent diagnoses of AIDS and HIV infection (i.e., 
AIDS and HIV diagnoses in the same calendar month). Data 
from U.S. territories were not included. 

Cases were classified in the following hierarchy of transmis- 
sion categories: 1) male-to-male sexual contact, 2) injection- 
drug use, 3) both male-to-male sexual contact and 
injection-drug use, 4) high-risk heterosexual contact (i.e., with 
someone of the opposite sex known to have HIV/AIDS or a 
risk factor [e.g., male-to-male sexual contact or injection-drug 
use] for HIV/AIDS), and 5) all other HIV risk factors com- 
bined. The number of HIV/AIDS diagnoses, rates per 100,000 
population, and associated 95% confidence intervals (Cls) 
were calculated. Data were adjusted for reporting delays and 
redistribution of risk among persons initially reported with- 
out sufficient information to classify into a transmission cat- 
egory (3). Estimated annual percentage changes and 95% Cls 
were calculated for the annual numbers of diagnoses and rates. 

During 2001-2004, an estimated 157,252 persons had 
HIV/AIDS diagnosed in the 33 states reporting to CDC. Of 
these, 112,106 (71%) were male and 45,146 (29%) were 
female (Table 1). Blacks accounted for 80,187 (51%) of per- 
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sons with HIV/AIDS diagnosed (68% among females and 
44% among males); 45,479 (29%) were white; 28,673 (18%) 
were Hispanic; 1,340 (1%) were Asian/Pacific Islander; and 
766 (<1%) were American Indian/Alaska Native. The route 
of HIV infection for the majority (61%) of males was through 
male-to-male sexual contact; 17% occurred through high-risk 
heterosexual contact, and 16% occurred through injection- 
drug use. The majority (76%) of females with HIV/AIDS 
diagnosed were exposed through high-risk heterosexual con- 
tact; 21% were exposed through injection-drug use. The pro- 
portional distribution of HIV/AIDS diagnosed among males 
and females by transmission category varied by race/ethnicity 
(Table 2). Although the main transmission category for males 
was male-to-male sexual contact, among blacks, one fourth 
of HIV infections occurred through high-risk heterosexual 
contact. 

Che total number of HIV/AIDS diagnoses decreased from 
41,207 (Cl = 40,961-41,453) in 2001 to 38,685 (Cl 
39,445) in 2004; the average annual decrease was not statisti- 
cally significant. \ nonsignificant average annual increase 
occurred in the number of HIV/AIDS diagnoses among men 
who have sex with men (MSM), from 16,609 (CI = 16,260 
16,957) cases in 2001 to 18,196 (CI = 17,609—18,782) cases 
in 2004 (Figure 1). From 2003 to 2004, the number of HIV 
AIDS diagnoses among MSM increased 8%; this increase was 
statistically significant p<0.05). \ significant average annual 
decrease of 9.1% occurred among injection-drug users (ID Us). 

lhe overall annual rate of HIV/AIDS diagnoses per 100,000 
population did not change significantly, from 22.8 per 100,000 
in 2001 to 20.7 per 100,000 in 2004. However, a significant 
5.0% average annual decrease in rates among blacks was 
observed, from 88.7 per 100,000 in 2001 to 76.3 per 100,000 
in 2004. Among Asian/Pacific Islanders, a significant 9.0% 
average annual increase occurred, from 5.6 pel 100,000 in 
2001 to 7.2 per 100,000 in 2004 (Figure 2). The highest 
annual rates were among blacks, followed by Hispanics, Ameri- 
can Indian/Alaska Natives, whites, and Asian/Pacific Islanders. 
Reported by: 1 Espinoza, DDS, HI Hall, | 
DDS, LM Lee, PhD, 1 tf HIV/AIDS Preventio 


id 


for HIV. STD, and TB Prevention, CD( 


Editorial Note: An important event in HIV/AIDS reporting 


is the inclusion of data from New York in the analysis of 
national HIV data in 2005. Although New York implemented 
name-based HIV/AIDS reporting in June 2000, this is the 
first time these data have been included in analyses of 
national surveillance data. As a result, an additional 36,111 
HIV/AIDS diagnoses were added to the surveillance system 
during 2001-2004; this substantial addition should be con 


sidered when making comparisons with previous reports (4). 
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TABLE 1. Estimated* number and percentage of persons with HIV/AIDS 
diagnosed,‘ by sex and selected characteristics — 33 states,$ 2001-2004 


Male Female Total 

Characteristic No. (%) No. (%) No. (%) 
Age group (yrs) 

<13 492 (<1) (1) 1,023 (1) 
24 104 (10) 5 (15) 17,824 (11) 
520 (26) 12,713 (28) 42,233 (27) 
280 (37) é (32) 55,710 (35) 
291 (17) 29,080 (18) 
(5) 8,727 (6) 
(2) 2,655 (2) 
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Race/Ethnicity 
Nhite, non-Hispanic 38,218 (34) (16) 45,479 (29) 
c 49 ) (68) 80,187 (51) 

(15) 28,673 (18) 

c Islander 0 ( (1) 1,340 (1) 

1 Indian/Alaska Native 3 (<1) 3 (<1) 766 (<1) 
Unknown 5é <1) y (1) 807 (1) 

HIV transmission category 
Male-to-male sexual contact 68,43 61) - — 68,434 (44) 

njection-drug use (IDU) is 5 ¢ : 27,206 (17) 

nale sexual contact/IDU 5,723 < 5,723 (4) 
ial contact 19,209 7 ) 53,412 (34) 
199 27 2,477 (2) 
Region of residencett 


+ 


’ east (two states) 0,087 (27) 44,851 (29) 
Vlidwest (11 2.93: 16,949 (11) 
th (12 stat 62,12 5 87,208 (55) 
8,245 (5) 

Year of diagnosis 
2001 8,759 


7,785 


mM WM MY NY 
oO ® 


41,207 (26) 
39,222 (25) 
38,139 (24) 
2 5) 10,476 38,685 (25) 
Total§§ 112,106 (71) 45,146 (29) 157,252 (100) 
nates are adjusted for reporting delays and reclassification of cases reported 
nown risk factor for human immunodeficiency virus (HIV) 

ersons with a diagnosis of HIV infection. This includes persons with 

yf HIV infection only, 2) diagnosis of HIV infection and a later acquired 

cy syndrome (AIDS) diagnosis and 3) concurrent diagnoses of HIV 


wo @w 


7,352 


04 28,209 


10,7 
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Alaska, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana, lowa, Kansas 

1a, Michigan, Minnesota, Mississippi, Missouri, Nebraska, Nevada, New Jersey 
2w York, North Carolina, North Dakota, Ohio, Oklahoma, South Caro- 

South Dakota, Tennessee, Texas, Utah, Virginia, West Virginia, Wisconsin, and 


child exposure; receipt of transfusion of blood, blood components 

ducts; and risk factor not reported or not identified 
Jersey and New York. Midwest: Indiana, lowa, Kansas, Michigan 
Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin 


ada, New Mexico, Utah, and Wyoming 
were calculated independently of the values for the subpopula- 
sum to the column total 


(5). An estimated 25% of persons living with HIV 
do not know they are infected (J). Al iP is aimed 
at getting persons with undiagnosed HIV tested 
and into care and prevention services. Because 
AHP emphasizes increased testing, an increase in 
HIV/AIDS diagnoses might be expected; how- 
ever, a decrease in diagnoses among IDUs and 
blacks was observed. Subsequent analyses will 
examine whether these changes were a result of a 
differential change in testing patterns among vari- 
ous populations, decreased incidence of HIV 
infections, or the effect of additional data added 
to the national surveillance system. In addition, 
CDC is working with states to develop a new sys- 
tem for monitoring HIV incidence (i.e., new HIV 
infections) more directly through the use of a test- 
ing method that distinguishes recent from 
longstanding infections. 

lhe decrease in rates of diagnoses among blacks 
during 2001-2004 was driven, in part, by 
decreases in New York, which might be attrib- 
uted to the New York epidemic being older than 
the epidemic in some other areas of the United 
States, the volume of cases reported into the sys- 
tem, and recent changes in reporting require- 
ments.» Decreases in HIV diagnoses among IDUs 
were consistent with other reports of success in 
reducing HIV incidence among IDUs (6) and 
might account, in part, for decreases observed 
among blacks. However, rates among blacks 
have remained high and warrant increased pre- 
vention efforts, especially among black MSM and 
black women. 

\lthough a statistically significant increase 
occurred from 2003 to 2004 in the number of 
diagnosed infections among MSM, the overall 
annual average percentage change from 2001 to 
2004 was not significant. Flat trends in diagnoses 
were observed among white, black, and Hispanic 
MSM. The small upturn in diagnoses in 2003 
2004 occurred for all racial/ethnic MSM popula- 
tions. Increases in HIV diagnoses during this 
period are more difficult to interpret because of 


increasing emphasis on the benefits of increased 





n evaluation of the impact of adding a state with high mor 
to national surveillance data is under way. 

In April 2003, CDC launched the Advancing HIV Preven- 

tion (AHP) initiative to increase emphasis on HIV testing 


and providing prevention services for persons living with HIV 


June 2000, New York began requiring that all 
detectable HIV viral load tests, and CD4 

ted to the health department. Health-care providers 
ses of HIV diagnosis, HIV illness, and AIDS. In 
lirements were changed to include all HIV viral load 


gardless of value 
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TABLE 2. Estimated* number and percentage of persons with human immunodeficiency virus/acquired immunodeficiency syndrome 
(HIV/AIDS) diagnosed," by race/ethnicity, sex, and HIV transmission category —33 states,§ 2001-2004 


White, Black, 
non-Hispanic non-Hispanic 





Asian/Pacific American Indian/ 

Hispanic" Islander Alaska Native 
HIV transmission category No. (%) No. (%) No. (%) No. (%) No. (%) 
Male 

Male-to-male sexual contact 29,506 (77) (49) 13,028 (59) (65) 336 (61) 
Injection-drug use (IDU) 3,612 (10) (19) 4,083 (19) (13) 74 (14) 
Male-to-male sexual contact/IDU 2.364 2.238 (5) 986 (4) (3) 60 (11) 
Heterosexual contact 2,443 (6) 12,65( (25) 3,745 (18) 67 (12) 
Other** 292 1) (1) 220 (1) 6 (1) 
Totaltt (100) (100) 22,062 (100) 543 (100) 
Female 

IDU 166 30) 5,790 (19) 1,551 (16) 64 (29) 
Heterosexua nta } f 68) 23,820 (78) 4,841 (73) 2 (79) 154 (69) 
Other** 161 (2) 873 (3) 219 (3) 1 (4) 5 (2) 
Totaltt 7,262 (100) 30,483 (100) 6,610 (100) (100) 223 (100) 


All estimates are 











s and reclassification of cases reported without a known risk factor for HIV 


' Data include persons witt iagnosis of HIV infection, including persons with 1) diagnosis of HIV infection only, 2) diagnosis of HIV infection and a later 
AIDS diaar and 3) concurrent diag 2s Of HIV infection and AIDS 

0, Florida, Idaho, Indiana, lowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri, Nebraska 

vada, New Jersey w Vie aw Yor iortn Carolin 


Alabama, Alaska 


a, North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Texas, Utah 


i, VV 


1 of blood, bleod components, or blood products; and risk factor not reported or not identified 
+ + 


alues for the subpopulations, the values in each column do not sum to the column total 


FIGURE 1. Estimated number of human immunodeficiency virus/ 
acquired immunodeficiency syndrome (HIV/AIDS) diagnoses, 
by HIV transmission category and year of diagnosis — 


FIGURE 2. Estimated rate* of human immunodeficiency virus/ 
acquired immunodeficiency syndrome (HIV/AIDS) diagnosis, 
by race/ethnicity and year of diagnosis — 33 states,‘ 2001-2004 


33 states,* 2001-2004 


3lack, non-Hispanic 

spanic 
American Indian/Alaska Native 
N non-Hispanic 
Asian/Pacific Islander 


* Per 100,000 population 
Alabama, Alaska, Arizona, Arkansas, Colorado, Florida, Idaho, Indiana 
lowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri 
Nebraska, Nevada, New Jersey, New Mexico, New York, North Carolina, 
North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennes- 
. see, Texas, Utah, Virginia, West Virginia, Wisconsin, and Wyoming 
~ Estimated annual percentage change 
Statistically significant (i.e., 95% confidence interval excludes zero) 


* Alabama, Alaska, Arizona 
wa, Kansas 

Nebraska, Nevada, New 

North Dakota, Ohic 

, see, Texas, Utah, \ 

Estimated annual ¢ 


Statistically signif 
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testing among persons at high risk. Whereas increases among 
MSM might reflect increases in HIV incidence, consistent 
with increases in syphilis and other risk behaviors, they might 
also reflect increases in HIV testing among MSM. 
Increasing HIV testing among MSM is critical in light of a 
study of MSM aged 15-29 years in six U.S. cities, which 
reported that the proportion of unrecognized HIV infection 


was as high as 77% (7). Although a significant increase 
occurred in HIV/AIDS diagnoses among Asian/Pacific Island- 
ers from 2001 to 2004, this population continues to have the 
lowest HIV/AIDS rates of any racial/ethnic population in the 
United States. 

lhe findings in this report are subject to at least two limita- 
tions. First, although AIDS is a reportable condition in all 50 
states, name-based HIV data are not reportable in all states. 
Che 33 states analyzed in this report are estimated to repre- 
sent 63% of all AIDS cases in the United States during 2001 
2004. Although the representativeness of the national data 
has improved, data from California are not included, which 
results in an under-representation of cases in the West. To 
describe the epidemic more completely, CDC is recommend- 
ing that all states conduct name-based HIV reporting. As of 
October 2005, a total of 38 states! conducted name-based 
HIV/AIDS reporting that met CDC standards (2,8), and 
additional states have initiated procedures to adopt name-based 
HIV-infection reporting beginning in 2006. Personal identi- 
fiers are removed before data are submitted to CDC. Second, 
classification of cases with no identified risk factor was based 
on follow-up investigations; those cases were assumed to con- 
stitute a representative sample of all cases initially reported 
without a risk factor. 

In this analysis, the average annual diagnosis rate among 
blacks decreased; however, the rate in 2004 was 8.4 times 
higher among blacks than whites. Several factors contribute 
to higher risk for HIV infection among blacks, including higher 
prevalence of infection in the black community and, fot 
females, greater likelihood of encountering high-risk hetero- 
sexual or bisexual male partners (9). The epidemic has con- 
tinued to concentrate in groups that traditionally have had 
limited access to prevention services, medical care, and effec- 
tive therapies. Prevention will require reassessment of ongo- 
ing activities to ensure resources target those at highest risk. 
Strengthening the partnership between government public 


health programs and affected communities and developing 





« , “= , 
Alabama, Alaska, Arizona, Arkansas, Colorado, Connecticut, Florida, Georgia 


Idaho, Indiana, lowa, Kansas, Kentucky, Louisiar Michigan, Minnesota 
Mississippi, Missouri, Nebraska, Nevada, New Hampshire, New Jersey, New 
Mexico, New York, North Carolina, North Dakota, Ohio, Oklahoma 
Pennsylvania, South Carolina, South Dakota, Tennessee, Texas, Utah, Virginia 


West Virginia, Wisconsin, and Wvoming 


novel interventions that are culturally appropriate are essen- 
tial to meet the needs of all groups affected by the epidemic. 
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Cruise-Ship—Associated 
Legionnaires Disease, 
November 2003-May 2004 


More than 9.4 million passengers traveled on pleasure cruises 


departing from North American ports in 2004, an increase of 
13% since 2003 and 41% since 2001 (/). Cruise ships typi- 
cally transport closed populations of thousands of persons, 
often from diverse parts of the world. Travelers are at risk for 
becoming ill while on board, most commonly from person- 
to-person spread of viral gastrointestinal illnesses. Certain 
environmental organisms, such as Legionella spp., pose a risk 
to vulnerable passengers. During November 2003—May 2004, 
eight cases of Legionnaires disease (LD) among persons who 
had recently traveled on cruise ships were reported to CDC. 
his report describes these cases to raise clinician awareness 
of the potential for cruise-ship—associated LD and to empha- 
size the need for identification and reporting of cases to facili- 
tate investigation. 

LD is a severe community— or health-care—associated pneu- 
monia caused by Legionella spp., most commonly L. pneumophila. 
LD can result from inhalation or aspiration of warm (25°C- 
42°C), aerosolized water containing Legionella. Symptoms 
typically begin 2-10 days after exposure. Person-to-person trans- 
mission does not occur. Because symptoms of LD (e.g., fever, 


cough, or chest pain) are nonspecific, LD cannot be reliably dis- 
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tinguished from other forms of pneumonia on the basis of clini- 
cal presentation alone. 

In the United States, LD can be reported to CDC through 
two surveillance systems. The National Electronic Telecom- 
munications System for Surveillance collects information on 
all reportable diseases from state and territorial health depart- 
ments but does not collect information on travel history. In 
contrast, the paper-based Legionnaires Disease Reporting Sys- 
tem collects details of any recent travel from LD patients but 
receives data on only a fraction of the total cases estimated to 
occur. The cases described in this report were initially relayed 
to CDC by direct communication from state health depart- 
ments, cruise lines, and the European Working Group for 


Legionella Infections 


WGLI), which operates a surveillance 
scheme (EWGLINET) for LD among European travelers 


hetp WWwW.ewe?ll.org). (Cases were defined as laboratory 


confirmed LD in a person with cruis« ship travel during the 


1 | T 1] } 
10 days before symptom onset. Exposure history was collected 


State and local 


health departments, and environmental 


" | 11 11 
1 oDtained, were tested Dy contractors hired DY 


who had been aboard 


} 


with seven different 
vccurred on the same 


Vas >).6 vears (range 


ven (88%) were U.S 


r occurred in a Dutch 


and cough t 


1 ‘ } ! 
with known medical 
' 
viors known 
| 


risk factors fot v ( ere history heart dis 


SMOKING 


oh two} gers had symptoms before the end 


LD diagnosed while 


still aboard the ship. Seven (88%) were diagnosed by urinary 
antigen testing for Legionella pneumophila serogroup | (Lp1). 
The only person with LD diagnosed by a fourfold increase in 
anti-Legionella spp. serology had a negative Legionella uti- 
nary antigen test. Only the Dutch traveler had a culture for 
Legionella obtained at the onset of illness. The culture was 
positive for Lp1; a urinary antigen test also was positive. 
Two cases occurred on each of three cruise ships. Two 
patients were aboard the same ship during the same period 
but had been friends preceding the cruise and therefore had 
other exposures in common. A definite source of exposure 
could not be identified for any of the Cases because of the 
limited number of cases. In addition, all but one patient lacked 
a clinical isolate, limiting the ability to link clinical and envi- 
ronmental isolates. For the Dutch passenger, the sole patient 
with a clinical isolate, environmental sampling was performed, 
but no matching environmental isolate was identified. Addi- 
tional case-finding measures included review of infirmary 
records by cruise lines and CDC, passive surveillance by cruise 
lines, public health alerts via the Epidemic Information 
Exchange (Fpi-X), and notifications to EWGLI in the event 
vacationing European travelers had become ill. Despite these 
activities, no other cases were identified. 
Reported by: C Joseph, DrPH, EWGLINET, London, England. 
van Wijngaarden, MD, Dutch Ministry of Health, Welfare, and Sport 
P Mshar, MPH, Connecticut Dept of Health. C Oravetz, Flagler County 
Health Dept, Bunnell 1M Fix, MPH, Florida Dept of Health 
CA Genese. MBA, Ne Jers / Jept of Health and Senior Svcs. 
VD, New York State Dept of Health. B Weant, 


, . 7 ; . , 
Guilford County Vept of Public Health, Greensboro, North ( arolina: 


eb 


GS Johnson, M Kacica 
he nkins, EdD. Nerth Carolina De pt of Health anda Human Svcs 
N Baker, MPH, Philadelphia Dept of Health. D Forney, ] Ames, MPH 
G Vaughai MPH, Jo chnoor, Vessel Sanitation Program, National 
r for Environmental Health; D Kim, MD, M Guerra, DVM, Div 

! Migration and Quarantine; B Fields, PhD, M Moore, MD, 

Diseases, National Center for Infectiou 


igpen, MD, EIS officers, CD 


TABLE. Cases of travel-associated Legionnaires disease among cruise-ship travelers, November 2003—May 2004 





Age Cruise 
duration 


Case group Month of 
no (yrs) Sex Ship departure 


Region 


Comorbid 
conditions 


Method of 


lliness onset diagnosis Outcome 





traveled (days) 


Day 12 of cruise Jnknown Urine antigen 


$s after returnir Urine antigen, serology Recovered 
Died 

jays after returning lone Urine antigen, culture Recovered 
Jay after returning PD" Urine antigen Died 

Urine antigen Recovered 

Urine antigen Recovered 


Urine antigen Recovered 


Recovered 
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Editorial Note: During 1980-1998, CDC received an aver- 
age of 360 paper-based reports of LD annually, primarily dur- 
ing summer months (2). However, previous research using 
population-based active surveillance estimated that 8,000- 
18,000 cases of Legionella spp. infection requiring hospital- 
ization occur in the United States annually, suggesting that 


legionellosis is underdiagnosed and/or underreported (3). Since 


the first recognized outbreak of LD occurred in 1976 among 


persons attending the American Legion convention in Phila- 
delphia, travel has been identified as a risk factor for both 
outbreak-associated (4) and sporadic infection (5). However, 
for multiple reasons, outbreaks of travel-associated legionellosis 
are difficult to detect and investigate (6,7). First, trends 
toward empirical use of antimicrobial agents have led to 
declines in diagnostic testing for etiologic agents of commu- 
nity-acquired pneumonia (8). Second, the incubation period 
of 2—10 days allows travelers to return home before they have 
symptoms, making it unlikely for a medical provider to see 
more than a single case. Third, because LD can be diagnosed 
within hours of specimen collection by urine antigen testing, 
diagnosis by culture, which requires several days, has declined 
substantially in recent years (2). 

The lack of clinical isolates hinders epidemiologic investi- 
gations and prevention strategies. Legionella spp. can be iden- 
tified by culture in up to 40% of freshwater environmental 
samples and in up to 80% of environmental samples by poly- 
merase chain reaction (9). Although Lp1 causes approximately 
70% of cases, at least 22 species of Legionella have been asso- 
ciated with disease in humans (9). To determine which of many 
potential environmental Legionella spp. is the causative or- 
ganism, a clinical isolate from a respiratory culture must be 
matched to the environmental isolate by monoclonal anti- 
body subtyping or by molecular methods. For these reasons, 
when evaluating a patient with suspected LD, clinicians should 
obtain a travel history and collect respiratory secretions for 
culture, in addition to collecting urine for antigen testing. 

Reporting of LD is mandatory in every state. However, dis- 
persion of travelers to multiple states after an exposure might 
result in a health department receiving only one report in 
association with a particular ship or hotel. Cruise-ship— 
associated travel poses additional difficulties for notification 
and investigation of LD cases. For cruise ships that sail in 
international waters, patients might be hospitalized in other 
countries, delaying or precluding reporting to authorities in 
the patients’ home countries. Because travelers often stay in 
hotels before or after cruise-ship travel and often disembark 
at various international ports of call during a cruise, numer- 
ous potential sources exist for authorities to investigate. In 


certain instances, cruise-ship travel might be of insufficient 


duration (e.g., a single day or overnight trip) to be inclusive 
of the 2—10-day incubation period of LD. In addition, the 
limited number of reported cases associated with cruises lim- 
its the ability of traditional epidemiologic methods to iden- 
tify a source. Thus, the task of identifying a source often relies 
on matching a clinical isolate to an environmental isolate. 
However, few cases have been reported for which an environ- 
mental isolate identified from a cruise ship (most often from 
a whirlpool spa) was identical to a clinical isolate from an ill 
passenger (6,7). Obtaining a clinical isolate from a patient 
with travel-associated LD is essential to identifying the source 
of infection. 

Public health programs have focused on reducing the risk for 
LD among cruise-ship passengers. In 1994, CDC investigated 
an LD outbreak on board a cruise ship and subsequently issued 
recommendations to reduce transmission of Legionella spp. from 
shipboard whirlpool spas. (/0). In addition, CDC’s Vessel Sani- 
tation Program regularly conducts inspections of these spas and 
other environmental sources. Given the difficulties in confirm- 
ing cases of LD, cooperation of clinicians and local, national, 
and international public health agencies is essential to foster 
diagnosis and prevention. Because a single case of LD in a trav- 
eler might indicate an outbreak, prompt recognition and direct 
reporting to local, state, and federal officials can prevent addi- 


tional cases of travel-associated illness. 
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Immunization Information System 
Progress — United States, 2004 


One of the national health objectives for 2010 is to increase 
to at least 95% the proportion of children aged <6 years who 
participate” in fully operational, population-based immuni- 
zation registries (objective no. 14-26) (/). Immunization reg- 
istries are confidential, computerized information systems that 
collect and consolidate vaccination data from multiple health- 
care providers, generate reminder and recall notifications, and 
assess vaccination coverage within a defined geographic area 
(2,3). A registry with added capabilities, such as vaccine man- 
agement, adverse event reporting, lifespan vaccination histo- 
ries, and linkages with electronic data sources, is called an 
immunization information system (IIS). This report summa- 
rizes data from CDC’s 2004 IIS Annual Report, a survey of 
56 grantees in 50 states, five cities, and the District of Colum- 
bia (DC) that receive funding under section 317b of the Pub- 
lic Health Service Act. The findings indicate that approximately 
18% of U.S. children aged <6 years participated in an IIS. 
Moreover, 76% of public vaccination provider sites and 39% 
of private vaccination provider sites submitted immunization 
data to an IIS during the last 6 months of 2004. Overcoming 
challenges and barriers to increasing the number of provider 
sites and the percentage of children aged <6 years 
participating in an IIS is critical to achieving the 
national health objective. CDC has developed a 


plan of action to address those challenges. 


Estimates of the total number of children aged <6 years were 
based on 2004 U.S. Census data. 

The findings suggested that, of approximately 23 million 
U.S. children aged <6 years, an estimated 48% (11 million) 
participated in an IIS. Ten (18%) grantees (Alabama, Arizona, 
Delaware, Michigan, New Mexico, New York City, North 
Dakota, Oregon, Philadelphia, and Wisconsin) have achieved 
the national health objective of >95% of children aged <6 
years participating in an IIS (Figure). An additional seven 
(13%) IIS grantees (Arkansas, Mississippi, Montana, Okla- 


homa, Missouri, Rhode Island, and Tennessee) were 


approaching the national health objective, with participation 


rates of 81%—94%. 

Approximately 76% of public vaccination provider sites and 
39% of private vaccination provider sites submitted vaccina- 
tion data to an IIS during the last 6 months of 2004." Twenty- 
eight (50%) grantees reported that >95% of public provider 
vaccination sites submitted vaccination data to an IIS; five 
(9%) reported submission of vaccination data by 81%—94% 
of public provider vaccination sites. Seven (13%) grantees 


(Arkansas, Connecticut, Mississippi, New Mexico, Philadel- 





Number of provider vacc public and private) is based on grante« 


self-reports 


FIGURE. Percentage of children aged <6 years participating* in a granteet 
immunization information system — United States, five cities, and the District 
of Columbia,’ 2004 





Major components of the plan include, but are 
not limited to, a multiyear IIS business plan fos 
each grantee and enhanced technical assistance 
to grantees with unresolved challenges. 

Phe 2004 IIS Annual Report, a self-administered, 
Internet-based questionnaire, was made available 
to immunization program managers as part of 
an annual reporting requirement. As in previ 
US yea;rs, respondents were asked about the 
number of children aged <6 years participating 
in the IIS, the number of health-care provider 
sites participating in the IIS, and the ability to 
perform other programmatic and technical func 
tions (e.g., data linkages with other public health 
programs, data use, vaccine management, soft 


ware/hardware capability, and reporting func- 





tions). All 56 grantees were asked to complete 











the questionnaire; 51 reported on the number 


of children aged <6 years participating in an IIS. 


“Participation is defined as a child having two or more vaccinations recorded in an 
, immunization information system 


Grantees include 50 states, five cities, and the District of Columbia, funded under section 
. 317b of the Public Health Service Act 





* Chicago, lilinois (no report); District of Columbia (67%—94%); Houston, Texas (34%—66%): 


New York, New York (95%~—100%); Philadelphia, Pennsylvania (95%-100%); and San 


munizavion 


Antonio, Texas (67%—94%) 
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phia, San Antonio, and South Dakota) reported that >95% 
of private provider vaccination sites submitted vaccination data 
to an IIS; eight (14%) (Arizona, Delaware, DC, Michigan, 
North Dakota, Oregon, South Carolina, and Wisconsin) 
reported data submission by 81%-—94% of private provider 
vaccination sites. 

Reported by: G Urquhart, ] Kelly, B Rasulnia, Immunization Sves 
Div, National Immunization Program, CDC. 

Editorial Note: In 2004, approximately 48% of U.S. children 
aged <6 years participated in an IIS; the national health objec- 
tive for 2010 is to increase this proportion to at least 95%. The 
2004 rate represents a 4% increase from 2003, with approxi- 
mately 1 million more children participating in an IIS (4). In 
addition, private health-care—provider site participation in an 
IIS increased by 3%. These small percentage increases from 2003 
indicate that several grantees must overcome substantial ob- 
stacles to meet the national health objective, some of which 
have been reported previously by the National Vaccine Advi- 
sory Committee (2) and CDC (5). These include inadequate 
technical and managerial resources to oversee IIS development 
and implementation or provider perceptions about the admin- 
istrative burden on staff. To address some of these problems, 
CDC developed a plan of action that includes grantee devel- 
opment of IIS business plans and enhanced technical assistance 
to select grantees. 

A detailed IIS business plan is a requirement in the 2006 
annual grantee application for those grantees requesting IIS 
funds exceeding $100,000. An IIS business plan summarizes 
the operational and financial objectives of an immunization 
program and details activities and budgets, indicating how 
objectives should be achieved. Enhancing business best prac- 
tices and project management methodologies should assist 
grantees in planning, developing, and implementing IIS 
activities throughout the project lifecycle. Use of this plan cre- 
ates a transparent structure for operational and financial 
accountability for both grantees and CDC. This methodol- 
ogy will provide a common understanding of the program- 
matic and technical challenges faced by grantees in IS 
planning, development, implementation, maintenance, and 
evaluation. 

In addition, a grantee business plan will assist CDC in 
monitoring IIS project activities more closely for those grant- 
ees that require additional technical assistance. To identify tech- 
nical assistance needs, immunization program grantees were 


stratified into three groups on the basis of 2004 IIS Annual 


Report data and input from CDC IIS staff. The first group of 


grantees reported no or very low child participation rates and 
was identified for “active IIS project intervention.” This group 


represents approximately 38% of all U.S. children aged <6 


years and is considered to be a primary target group for 
enhanced technical assistance. The second group includes 
grantees that have a plan to address their challenges and are 
making satisfactory progress. These grantees are identified as 
“under active IIS project implementation” and represent 
approximately 25% of U.S. children aged <6 years. The third 
group consists of grantees identified as “mature IIS projects 
or making excellent progress” and represents approximately 
37% of U.S. children aged <6 years. Interventions must be 
targeted to the first group if IIS grantees are to meet the 2010 
national health objective. 

To target interventions to the first group for the coming 
year, CDC has identified grantees amenable to technical or 
administrative support. CDC will provide enhanced techni- 
cal support for these grantees. Enhanced technical support 
services might include but are not limited to the following: 
assessment of grantee accomplishments and barriers, assistance 
in the development or refinement of a business plan or 
reporting requirements, and proposed plans to remediate bar- 
riers and challenges. Key performance indicators will be des- 
ignated to evaluate the success of grantee interventions. 

The findings in this report are subject to at least two limita- 
tions. First, data from the 2004 IIS Annual Report are self- 
reported and might result in reporting bias. Second, because 


some grantees did not report data, the participation of chil- 


dren aged <6 years and provider participation rates might be 


underestimated. 

Implementing CDC's plan of action will enhance IIS func- 
tion and use. As a result, IIS likely will be 1) more compre- 
hensive in geographic area participation and coverage levels; 
2) interoperable with other public health and clinical infor- 
mation systems; and 3) able to generate data to support all 
aspects of immunization program operations at national, state, 


and local lev els. 
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Lower Extremity Disease Among 
Persons Aged >40 Years With 
and Without Diabetes — 
United States, 1999-2002 
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classified as without diabetes. Details of these measurements 
and exclusion criteria have been described previously (6). Com- 
plete PAD, PN, and LED data were collected for 5,071, 5,313, 
and 4,929 persons with diabetes data, respectively. All analyses 
used examination weights to account for the unequal probabil- 
ity of selection, oversampling, and survey nonresponse. Age- 
adjusted estimates were made (using the direct method) to the 
2000 U.S. census population using three age groups: 40-59, 
60-74, and >75 years. Race/ethnicity was categorized as non- 
Hispanic white, non-Hispanic black, and Mexican-American. 
Estimates were not shown separately for persons of other racial/ 
ethnic populations, although these persons were included in 
totals and strata by other characteristics. 

Among U.S. adults aged >40 years, approximately 5.0% 
had PAD (Figure); approximately two thirds of these persons 
were asymptomatic, and approximately one fourth (1.4%; 
95% confidence interval [CI] = 1.0—1.8) had severe PAD (i.e., 

in either leg). Approximately 12.9% had PN; 
approximately three fourths of these persons were asymptom- 
2.6-4.0) had severe PN (i.e., 


8) 


atic, and one fourth (3.3%; Cl 


three or more insensate areas). \pproximately 1% of persons 


reported a foot ulcer or were observed to have a current foot 


lesion or toe/foot amputation. Overall, approximately 18.6% 
of the U.S. adult population aged >40 years had at least one 
LED condition (i.e., PAD, PN, history of ulcer, current foot 


lesion, o1 amputation), among whom two thirds were asy mp 


tomatic. The percentage of adults with PN or with any LED 


who were symptomatic was greater among persons with diag- 
nosed diabetes than among persons without diagnosed diabe- 


tes. Among persons with PN, 42% of those with diabetes were 


10 


ymptomatic, compared with 21% of those without diabetes. 


\mong persons with any LED, 53% of those with diabetes 


were symptomatic, compared with 31% of those without dia- 


betes. However, among persons with PAD, approximately one 
third were symptomatic regardless of diabetes status. 
Among adults aged >40 years, prevalence of LED was higher 


among persons aged 5 years (40.8%) and 60-74 years 
26.2%) than among persons aged 40—59 years (12.39 


Prevalence of LED also was higher among men than among 


women (23.1% versus 16.6 


blacks than among non-Hispanic whites or 


lable) and higher among 
non-Hispanic 
Mexican-Americans (27.0% versus 19.1% and 21.1% 
respectively). Among all age, sex, and racial/ethnic subpopu- 
lations, the age-adjusted prevalence of any LED was 1.5—1.8 
times greater among adults with diagnosed diabetes than 
among those without diabetes (Table). 


Reported 


by: R Paulose-Ram, PhD, Q Gu, MD, M Eberhardt, PhD 


J LJ y ; 
f Gregg, PhD, L Geiss 


ranslation, National Center 
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FIGURE. Prevalence of lower extremity disease (LED) among adults aged >40 years 
overall and with and without diabetes, by LED condition and symptom status — 
National Health and Nutrition Examination Survey, United States, 1999-2002 
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Symptomatic 
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PAD PN Foot Any 
ndition LED 


Aithou it _ Y, — 
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LED condition 


* Peripheral arterial disease Symptomatic persons reported calf pain in either leg while walking 
Peripheral insensate neuropathy. Symptomatic persons reported numbness/loss of feeling or painful 

. sensations/tingling in feet during the preceding 3 months 

“Foot ulcers, lesions, or foot/toe amputations 


TABLE. Age-adjusted* prevalence of lower extremity diseaset among adults aged >40 
years overall and with and without diabetes, by selected characteristics — National 
Health and Nutrition Examination Survey, United States, 1999-2002 


Overall Without diabetes 
(95% Cl) % 





With diabetes 
(95% Cl) % (95% Cl) 





Characteristic 





Age group (yrs)" 
40-59 (referent) (10.7-13.8) 11.6 (10.1-13.2) 
60-74 (23.0-29.3) 24.1'T (20.8-27.3) 

>75 (36.7—45.0) 40.3'T (36.4—44.3) 

Sex! 

Men (referent) 
Women 

Race/Ethnicity 
Black, non-Hispanic 
(referent) 

White, non-Hispanic 
Mexican-American 


(14.1-28.7) 
l** (30.3-48.4) 
(31.2-—57.7) 


(21.0-—25.2) 
(14.8-18.4) 


(19.8-24.0) 
(14.2-—17.7) 


(24.9-41.5) 
(18.5-30.9) 


(23.0—31.0) 2 (19.6-—28.0) 
(17.3-21.0) 5'T (16.7-20.4) 
(17.7-24.5) (15.4—23.0) 
* Age adjusted to the 2000 standard U.S. population 

' Including peripheral arterial disease, peripheral insensate neuropathy, or history of foot ulcer, lesions 

or foot/toe amputation 

3 Confidence interval 

‘| Includes data for racial/ethnic populations not shown separately 

** Significant difference (p<0.05) between persons with diabetes and persons without diabetes 
TT Significantly different (p<0.05) from referent 


44.0" 
25.31 


33.6** 


(33.7-—54.3) 
(16.8-—33.8) 
(23.8—43.3) 





Editorial Note: The findings in this report indicate that 
approximately one fifth of the U.S. adult population aged 


>40 years has LED, and the majority of cases are asymptom- 


atic; prevalence of LED is approximately twice as high among 


persons with diagnosed diabetes as among those without dia- 


betes. These results highlight the importance of improved 


detection and _ prevention’ of 
asymptomatic and symptomatic LED 
among both persons with and without 
diabetes. 

In 2003, the Prevention of Athero- 
thrombotic Disease Network identified 
five steps to improve PAD treatment and 
outcomes: |) increase awareness of PAD 
and its consequences, 2) identify persons 
with symptomatic PAD, 3) screen for 
patients at high risk, 4) improve treat- 
ment for symptomatic PAD cases, and 
5) increase early detection of asymptom- 
atic cases (2). In 2003, the American 
Diabetes Association (ADA) recom- 
mended PAD screening for all persons 
with diabetes aged >50 years, including 
those without symptoms (7). 

Early detection and control of diabe- 
tes and coexisting risk factors for 
peripheral neuropathy (e.g., smoking or 
hypertension) can prevent, delay, or 
slow progression of diabetic neuropa- 
thy (8). In 1993, the Diabetes Control 
Complications Trial (OCCT) demon- 
strated that tight glycemic control can 
reduce the risk for developing clinical 
neuropathy (9). ADA has adopted the 
DCCT standards for tight glycemic 
control in persons with type | diabetes 
(8). Several foot-related conditions, 
including PN and PAD, are associated 
with increased risk for amputation (/). 
Because early detection and aggressive 
care of foot ulcers and lesions can 
reduce risk for amputation, ADA also 
recommends an extensive annual foot 
examination for all persons with dia- 
betes (8). 

The findings in this report are sub- 
ject to at least four limitations. First, 
NHANES samples the noninstitution- 


alized population and does not include 


persons in nursing homes and other institutions. Second, 


within the NHANES sample, 1 


ments and 12% were missing PN measurements (e.g., because 


7% were missing ABI measure- 


of participant refusal or equipment failure); these persons 
might have had LED. However, nonresponse analyses were 


performed and adjustment procedures were conducted. Esti- 


mates computed with the adjusted weights (based on age, sex, 
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race/ethnicity, and diabetes status) produced only minor dif- 


ferences in point and 


variance estimates (0.1%-—0.6%); there- 
1] 


estimate In this report were Das d on the original 


t-year examination weights. Third, 9% of the PAD sample 


; 


id ABI me surements performed on only one foot and might 


PA] 


have been misclassified as without PAD even if the other foot 
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Brief Report 


imported Case of Congenital Rubella 
Syndrome — New Hampshire, 2005 


In 2004, an independent panel convened by CDC declared 
rubella no longer endemic in the United States (/). Nine cases 
of rubella were reported in 2004, and four cases of congenital 
rubella syndrome (CRS) were reported during 2001—2004 
(1). However, worldwide, an estimated 100,000 infants are 
born with CRS annually (2). This report describes a case of 
imported CRS diagnosed in an infant girl aged 10 weeks born 
in New Hampshire to Liberian refugee parents. To prevent 
transmission of rubella, clinicians should consider a diagnosis 
of CRS in infants with compatible clinical signs, particularly 
those born to mothers who recently immigrated from coun- 
tries without rubella control programs, and rubella vaccine 
should be administered to susceptible persons. 

lhe infant's family resettled in the United States on Febru- 
ary 17, 2004. On March 1, 2004, the family reported to a 


local health department for refugee health screening, which 


included review of vaccination history and receipt of addi 
tional vaccinations recommended by the Advisory Commit- 
tee on Immunization Practices (3). A medical record from the 
International Organization of Migration indicated that the 
mother had received measles vaccination during refugee en- 
campment in Cote d'Ivoire in October 2003; no additional 
vaccination history was documented. Contraindications to live 
virus vaccination, including current or planned pregnancy, 
were assessed with assistance of a trained medical interpreter. 
No contraindications were reported, and the mother received 
vaccinations, including measles-mumps-rubella (MMR) vac- 
cination. 

On March 26, 2004, the infant’s mother reported to an 
emergency department (ED) with nausea and vomiting and 
was determined by urine test to be pregnant, with confirma- 
tion by blood test. During a routine prenatal visit 1 month 
later, the mother was determined to be immune to rubella on 
the basis of presence of rubella-specific IgG antibodies. On 
November 4, 2004, she gave birth to a female infant weighing 
5 Ibs, 10 oz. Estimated gestational age was approximately 38 
weeks on the basis of prenatal ultrasound performed during 
the first trimester of pregnancy. At birth, the infant was noted 
to have a left eye cataract, prompting referral to an ophthal- 
mologist, who repaired the cataract 5 weeks later. A newborn 
hearing screen was conducted; the infant's right ear passed the 
screening test but the left ear required further evaluation by 
an audiologist. No other physical abnormalities were noted. 
During two subsequent well-baby visits, a head circumfer- 
ence of <5th percentile was noted. No other abnormalities 


were noted 
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At age 10 weeks, the infant was taken to an ED with fever, 


vomiting, irritability, and poor feeding and was hospitalized. 


During her hospital course, the infant received diagnoses of 


microcephaly, patent ductus arteriosus, bilateral hearing 
impairment, hepatosplenomegaly, and failure to thrive. On 
the basis of these clinical findings, CRS was suspected. Diag- 
nosis was confirmed by positive rubella IgM and positive viral 
cultures from urine and nasopharyngeal specimens. The 
genetic sequence was determined to be that of the wild-type 
rubella virus (a similar sequence to one found in Uganda in 
2001) by laboratories at CDC. 

Contact investigation by the state and local health depart- 
ments targeted community and medical settings in which 
exposure might have occurred. Contacts were defined as those 
who had touched the infant or come into contact with the 
infant's secretions. Of 20 contacts identified, 18 were 


immune to rubella by history or antibody titer. One contact 


could not be reached, and one was unvaccinated because of 


human immunodeficiency virus infection. The unvaccinated 
person exhibited no symptoms of rubella infection for at least 
4 weeks after contact with the infant. 

On January 31, 2005, the U.S. Department of State noti- 
fied investigators that a rubella outbreak had occurred during 
February—April 2004 in Cote d'Ivoire. This outbreak, linked 
to four refugee transit centers, resulted in 34 confirmed 
rubella cases; no cases of CRS were documented. The first 
rubella case had been identified on February 14 and resulted 
in administration of approximately 3,000 doses of MMR vac- 
cine to refugees. The transit center in which the infant's fam- 
ily had lived was unaffected by this outbreak, but the family 
had come into contact with refugees from affected transit cen- 
ters during a brief hotel stay in Abidjan, Cote d'Ivoire, on 
February 16 before departing for the United States. On the 
basis of the infant's estimated gestational age, the mother’s 
last menstrual period and conception were projected to have 
occurred on February 8 and February 22, 2004, respectively. 
Viremia begins 5—7 days after exposure to rubella and lasts 
approximately 1 week; in utero infection of the fetus likely 
occurred during this viremic stage (4,5). 

Che mother reported no history of symptoms of acute 
rubella infection, including rash, fever, lymphadenopathy, or 
arthralgia, either before leaving Céte d'Ivoire or after resettle- 
ment. However, subclinical infections are estimated to occur 
in up to 50% of rubella cases (4). 

Clinicians should maintain a high index of suspicion fot 
CRS in infants exhibiting relevant clinical signs, particularly 
infants of recently immigrated women who were born or 
resided in countries that have no national rubella control pro- 


gram or only recently implemented a program. Congenital 


rubella infection can affect all organ systems. Manifestations 
of CRS include deafness, cataracts, heart defects, microceph- 
aly, mental retardation, bone abnormalities, and liver and 
spleen damage. Timely diagnosis of CRS can prevent expo- 
sure of vulnerable persons to rubella virus shed by an infant 
with CRS. Vaccination of susceptible populations, such as 
recently resettled refugees, and of those who serve these popu- 
lations will also help prevent disease transmission (6). 
Reported by: / Kellenberg, MPH, S Buseman, MD, Manchester Health 
Dept, Manchester; K Wright, MD, ]F Modlin, MD, Dartmouth Hitchcock 
Medical Center, Lebanon; EA Talbot, MD, ]T Montero, MD, New 
Hampshire Dept of Health and Human Svcs. S Reef, MD, Epidemiology 
and Surveillance Div, National Immunization Program; E Abernathy, 
MS, ] Icenogle, PhD, Div of Viral and Rickettsial Diseases, National 
Center for Infectious Diseases; R Plotinsky, MD, EIS Officer, CDC. 
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Erratum: Vol. 54, No. RR-8 


In the MMWR Recommendations and Reports, “Prevention 
and Control of Influenza: Recommendations of the Advisory 
Committee on Immunization Practices,” on page 14 in Table 4, 
the first line of the * footnote should read “A 0.5-mL dose 


contains 15 yg each of...” 


Erratum: Vol 54 No. RR-12 


In the report, “Controlling Tuberculosis in the United States: 
Recommendations from the American Thoracic Society, CDC, 
and the Infectious Diseases Society of America,” an error 
occurred in Figure 4 on page 47. The last box on the lower 
right side of the figure should read: “AFB negative (Class B1 


[ Noninfectious]).” 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults Aged >50 Years Told by a Health-Care 
Professional That They Had Diabetes, by Age Group — 
United States and Canada, 2002-2003 





United States 


Canada 
nada 














JU-04 


Age group (yrs) 


y more prevalent among adults aged >50 years in the 
13% of U.S. adults in that age group had been told by 
abetes, compared with approximately 10% of that age 

11% of U.S. adults had been told they had 


Martinez M. Health profiles of noninstitutionalized senior 
n the Joint Canada/United States Survey of Health 
e Population Association of America, Philadelphia, PA; 


SOURCE: Pows 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals November 12, 2005, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


209 
Hepatitis B, acute 177 


Hepatitis C 





0.03125 


Ratio (Log scale)’ 


Beyond historical limits 


urrent 4-week period yielding a ratio for week 45 of zero (0 
5 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
andard deviations of these 4-week totals 


‘ 
t 
Ste 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 12, 2005 (45th Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 


Anthrax — — Hemolytic uremic syndrome, postdiarrheal' 152 150 
Botulism HIV infection, pediatric™ 181 322 
foodborne 1. Influenza-associated pediatric mortality'** 44 
infant 5S / Measles 
other (wound & unspecified) 25 Mumps 233 








Brucellosis ok 5 Plague 

Chancroid 2 23 Poliomyelitis, paralytic 

Cholera é Psittacosis 

Cyclosporiasis 70 9s Q fever’ 

Diphtheria - Rabies, human 

Domestic arboviral diseases Rubella 

neuroinvasive & non-neuroinvasive) - . Rubella, congenital syndrome 

California serogroup’ ; 16 SARS'** 
eastern equine’ , Smallpox’ 
Powassan - Staphylococcus aureus 
St. Louis’ Vancomycin-intermediate (VISA) 
western equine — - Vancomycin-resistant (VRSA)' 

Ehrlichiosis Streptococcal toxic-shock syndrome’ 
human granulocytic (HGE) 54: 372 Tetanus 
human monocytic (HME) 9 272 Toxic-shock syndrome 
human, other and unspecified ; Trichinellosis™ 

Hansen disease 6 Tularemia’' 

Hantavirus pulmonary syndrome y ¢ Yellow fever 




















No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
, Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
., Of 64 cases reported, 53 were indigenous and 11 were imported from another country 
~ Of 25 cases reported, eight were indigenous and 17 were imported from another country 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)" 





AIDS Chlamydia‘ 
Cum. 


Coccidioidomycosis Cryptosporidiosis 
' Cum. Cum. Cum. Cum. 
Reporting area 2005 2005 2004 2005 2004 
NITED STATES 20.405 502 eget 


4,029 5,024 6,399 
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4,606 


3,333 


’ 1¢ 1 299 
Amer. Samoa \ J J U U 

N.M.1 y J U U 
N: Not notifiable U 


Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Is 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


Chiamydia refers to genital infections caused by C. trachomatis 





ands 


Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 
Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 


UNITED STATES 2.082 2,243 314 261 288 163 15,606 17,020 273,305 282,438 
NEW ENGLAND 147 , 47 29 14 1,438 


14 11 185 132 117 189 
12 2 2 g 46 41 150 111 
13 3 - - 168 152 51 77 
59 64 : 14 622 699 2,173 2,697 
7 : ! 107 107 371 737 

310 438 2,015 2,138 


2,882 3,529 28,942 31,616 
1,057 1,197 5,909 6,414 
734 960 8,699 9,657 
352 452 4,749 5,862 
920 9,585 9,683 


847 52,820 60,032 
695 16,348 18,233 

N 6,957 5,924 
727 15,653 18,048 
632 9,229 13,479 
793 4,633 4,348 


841 15,757 14,949 
2,704 2,545 

1,379 1,091 

8,136 7,813 

70 98 

248 

004 962 

2,192 


67,985 
766 
7,040 
2,282 
7,608 
792 
13,468 
7,988 
12,322 
15,719 


22,969 
2,302 
7,373 
7,138 
6,156 

37,756 
3,662 
9,100 
3,982 

21,012 

10,380 

70 
81 
55 
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F e No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
ncidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 


(45th Week)* 





Haemophilus influenzae, invasive 





All ages 


Age <5 years 





All serotypes 


Serotype b Non-serotype b 


Unknown serotype 





Cum. Cum 
2005 200: 








Reporting area 


Cum. 
2005 


Cum. Cum. Cum. 
2004 2005 2004 











Cum. 
2005 


Cum. 
2004 





INITED STATES 88 


NEW ENGLAND 


MOUNTAIN 


Mor 


PACIFIC 
Wast 
Oreg 
alif 
Alaska 
Hawai 
Guam 


PH 


Amer. Samoa 
C.N.M.1 
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1 10 
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N: Not notifiable U 
* Incidence data for 


Unavailable No reported cases 


C.N.M.1.: Commonwealth of Northern Mariana Islands 


reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Hepatitis (viral, acute), by type 
B 

Cum. Cum. 

Reporting area 2005 2004 

UNITED STATES 5,15 4,738 5,118 

NEW ENGLAND 335 


Maine 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United 


(45th Week)* 


States, weeks ending November 12, 2005, and November 13. 2004 





Reporting area 


Legionellosis 


Listeriosis 


Lyme disease 


Malaria 








Cum. Cum. 
2004 2005 


Cum. 
2005 





Cum. 
2004 


Cum. 
2005 





2004 


Cum. 





Cum. 
2005 





UNITED STATES 


NEW ENGLAND 


Acair 


MID. ATLANTIC 
Upstate N.Y 
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Amer. Samoa 
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N: Not notifiable 


Unavailable 
* Incidence data for reporting years 2004 and 20 


No reported cases 


C.N.M.1 


: Commonwealth of Northern Mariana Islands 
05 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisionai cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Meningococcal di 








Serogroup 
All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 995 40 1 868 


NEW ENGLAND 66 6 65 
Maine 2 2 
N.H 12 12 
Vt 6 6 
Mass 31 31 
R.1 3 3 
Conn 12 11 


MID. ATLANTIC 128 86 
Upstate N.Y 33 25 
N.Y. City 19 - - 19 
N.J 33 - - 33 
Pa 43 - 9 
E.N. CENTRAL 108 69 
Ohio 36 30 

18 : 14 


15 - 15 
29 - - _ 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Rocky Mountain 
Pertussis Rabies, animal spotted fever Salmonellosis Shigellosis 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 


UNITED STATES 18,023 4,805 5,765 1,520 1,386 36,435 36,614 11,885 11,801 


NEW ENGLAND 04 1,704 622 609 18 1,884 1,827 264 267 
Maine 30 36 48 50 N 136 95 9 7 
N.H : 33 12 28 — 145 124 8 8 
vt 7s 5 52 33 1 93 55 16 3 
Mass g 305 260 13 993 1,048 166 168 
R } 31 2 40 1 87 107 14 18 

198 - 3 430 398 51 63 


MID. ATLANTIC 1,142 2,477 56 874 71 317 5,066 097 

pstate N.Y 454 1,72 é 480 1 1,111 1,098 246 382 
N.Y. City 85 ‘ 27 11 7 22 008 1,149 354 363 
N 177 7é N 14 736 963 274 218 
Pa 426 396 33 383 462 1,856 223 94 


E.N. CENTRAL 3,07 6,962 193 600 564 835 
hi 1012 3 192 093 101 
543 440 154 
323 462 
790 747 
752 822 


2,204 108 
510 529 
346 391 
740 548 

37 40 
130 112 
118 156 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Streptococcus pneumoniae, invasive disease 2 
Streptococcal disease, Drug resistant, Syphilis 
invasive, group A all ages 


Age <5 years Primary & secondary Congenital 
Cum. Cum. Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 


UNITED STATES 3,697 3,839 1,828 1,894 716 696 6,836 6,755 


NEW ENGLAND 156 246 107 140 98 184 168 
Maine 10 11 N N 7 1 2 
N.H 14 7 — — N 14 4 
Vt 11 6 3 1 —_ 
Mass 80 44 55 109 

RI C 16 18 6 20 23 
Conn 72 27 39 35 
MID. ATLANTIC 851 

Upstate N.Y 74 77 81 
N.Y. City U 520 

N.J j 8 113 

Pa 24 141 

E.N. CENTRAL 708 

Ohio 66 189 

Ind 1 ¢ é 37 55 

TT 7 10 361 

Mich N 72 

Wis 49 31 
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N: Not notifiable U: Unavailable —: No reported cases C.N.M.I.: Commonwealth of Northern Mariana Islands 
" Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 12, 2005, and November 13, 2004 
(45th Week)* 





Varicella West Nile virus disease 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive’ 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 
JINITED STATES 9.887 1,290 229 283 20,745 24,417 1,102 1,134 1,410 

NEW ENGLAND 02 7 22 20 1,090 2,843 

Maine f 1 213 226 

N.H d 260 — 

vt 5 ; 75 413 

542 603 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
, Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
§ Not previously notifiable 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 12, 2005 (45th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 
Ages 


| >65 


45-64 | 25-44 
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P&lt 
Total 


Reporting Area 





All 
Ages 


| >65 ~~ 25-44 al 








NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.| 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa 

Jersey City, N.J 
New York City, N.Y. 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y. 
Yonkers, N.Y 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, III 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids, Mich 
Indianapolis, Ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, Ill 
Rockford, lil 
South Bend, Ind 
Toledo, Ohio 
Youngstown, Ohio 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
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Minneapolis, Minn 
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St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 

Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La." 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Boise, idaho 

Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 


TOTAL 
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10,184** 
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U: Unavailable 


** Total includes unknown ages 


No reported cases 
“Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
‘Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks. 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
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